Introduction: The prevalence of common mental disorders, such as depression and anxiety, is high and the demand for psychological interventions and talking therapies is increasing. In order to meet this need, it is necessary to explore alternative methods to deliver talking therapies. Training lay health workers (LHWs) to deliver psychological interventions might be one possible solution to address current gaps in service provision. A number of studies have successfully used this approach to deliver psychological interventions in order to meet the demand for mental health care. Despite increased interest in this area, the evidence has not been synthesised or systematically reviewed.
Introduction
Common mental disorders (CMDs) refers to depression and a range of anxiety disorders which lead to significant decline in health and functioning [1] . Depression is the leading cause of disability worldwide, and is a major contributor to the overall global burden of disease [2] . In 2015, the proportion of the global population who had 13:64 CMDs. The NHS long term plan now aims to increase the number of people with depression and anxiety disorders who can access talking therapies through IAPT to 1.9 million by 2023/24 [13] . However, IAPT services are already under immense pressure with approximately 1.4 million new referrals to IAPT care providers between 2017 and 2018 [14] . Between 2017 and 2018 a total of 23,686 mental health staff left the NHS [15] , and estimated levels of burnout in IAPT workers are among the highest seen in the mental health workforce [16] resulting in growing waiting lists and increased unmet needs.
Considering the increase in demand for treatments and raised prevalence targets, it is necessary to explore alternative methods for delivering psychological interventions. Task-shifting to lay health workers (LHWs) is one such alternative. It is a process of delegation which involves shifting tasks, such as the delivery of psychological interventions for CMDs, from highly qualified health workers to workers with fewer qualifications and minimum training, in order to increase the coverage of health care and to use resources more efficiently [17] . LHWs are individuals carrying out functions related to health care delivery; trained in some way in the context of the intervention; and usually have no formal professional or paraprofessional certificated or degreed tertiary education [18] .
Global recommendations and guidelines on task-shifting suggest the implementation of this approach as a way to strengthen and expand the healthcare workforce to increase access to services [19] . A number of studies have shown the effectiveness of task-shifting for a range of conditions such as, the delivery of antiretroviral therapy for HIV [20] , with the approach now being used in the psychiatric field [21, 22] . Several trials have successfully used task-shifting to deliver psychological interventions for a variety of mental illnesses. A Cochrane review investigating the effect of non-specialist health workers on people with mental health conditions found that compared with usual care, interventions delivered by non-specialist health workers may increase the number of adults recovering from depression or anxiety 2 to 6 months after treatment [risk ratio (RR) 0.30, 95% confidence interval (CI) 0.14 to 0.64] [23] .
Studies that have adopted a task-shifting approach have used a range of LHWs, from paraprofessionals already working within health systems, such as nurses, to lay women from within the community [24] . Furthermore, laypersons have been used in studies in low-and middle-income countries (LMICs) to deliver psychological interventions [25] [26] [27] , as a solution to the shortage of fully trained health workers. Qualitative data have shown that participants prefer LHWs from the same community who share common socio-demographic characteristics as they are more accessible [28] and less intimidating than a formal service [29] . Furthermore, it avoids a formal mental health label and diagnosis, a reason that often leads people to avoid mental health services due to the stigma attached [30] .
In LMICs, laypersons often come from more deprived socioeconomic backgrounds and have minimal formal education. Therefore, in-depth training, supervision and support from mental health professionals is required for task-shifting to be successful and to ensure high quality care [31] . Systematic reviews of qualitative studies have previously been conducted on taskshifting of psychological therapies [23, 32] . However, to date no review has been conducted on lay workers' experiences on training. Qualitative research methods such as in-depth interviews and focus groups are used to answer questions about experience and meaning to gain a deeper understanding of a participant's perspective in interventions such as task-shifting [33] . Therefore, the aim of our review is to systematically review the qualitative literature on the impact of training and delivery of psychological therapies by lay health workers (LHWs). This systematic review is important to help us understand the existing knowledge in this area and to direct future training and delivery of task-shifting programmes.
Objectives
The aims of this review were to answer two primary questions: 
Methods

Eligibility criteria
This review aimed to identify all papers that explored the experiences of LHWs delivering psychological interventions for CMDs. Therefore, we did not restrict the search to one type of qualitative methodology or to articles published during a particular period of time. A 'lay health worker' was defined as any health worker carrying out functions related to health care delivery; trained in some way in the context of the intervention; and having no formal professional or paraprofessional certificated or degreed tertiary education [18] . The inclusion criteria for studies were: (a) available in English, (b) used qualitative data, (c) studies in which the LHW was a lay person with no mental health experience and (d) studies describing LHWs' experiences of training and therapy delivery.
The exclusion criteria were: (a) studies evaluating the effectiveness of training LHWs that did not include any qualitative data, (b) studies focusing on the experiences of those receiving therapy and (c) studies involving participants with serious mental illnesses such as schizophrenia, bipolar disorder and other psychoses.
Literature search strategy
We searched databases (CINAHL, Medline, Embase, PsycINFO) from inception until 13th March 2018. All the searches were exported to EndNote and duplicate references were reviewed and removed. Searches were conducted to specifically capture studies on task-shifting psychological interventions for CMDs. The search was adapted from another systematic review investigating non-specialist health worker interventions for the care of mental, neurological and substance abuse disorders [23] . Key terms including: lay, voluntary, untrained, non-professional, task shift, were combined with terms for CMDs, including: stress, common mental, anxiety and depression. To further limit the search to meet the aims of this review, we then combined the results of this search with criteria to specify qualitative methods. These included: qualitative, interview, focus group, content analysis, discourse, grounded theory, ethnograph. The full search strategy can be seen in Additional file 1.
Data extraction
Titles and abstracts were screened by one researcher (US) and full papers of potentially relevant abstracts were obtained. A second researcher cross-checked and agreed the included and excluded papers (WW) and a final decision was made. Data were independently extracted by two reviewers (US and MWW) onto a standardised Excel spreadsheet. Data was collected on study details including intervention and participants, design and methods, as well as the author's interpretations of their data. Data extraction followed the guidelines for meta-ethnography outlined by Noblit and Hare [34] , whereby first order constructs defined as direct participant quotes were extracted. Therefore where possible we extracted data on LHWs self-reported experiences of training, supervision, and therapy delivery. However, in many cases there was insufficient primary data; in this instance we extracted second order constructs, defined as the authors' interpretations of participants' quotes expressed as themes, extracted from both the results and discussion sections of papers in order to capture all constructs. Therefore, here the second order constructs referred to the authors' interpretations of the LHWs' experiences of training. Data extraction rigour was enhanced by continuous discussion within the review team, as US and MWW independently extracted the data, whilst WW reviewed both sets of extraction for consistency. CASP (Critical Appraisal Skills Programme) tool was used for assessing the quality of included studies [35] . However, the quality of studies was not an inclusion criterion in this review. The decision to avoid quality as an inclusion criterion was in consideration of the different context in which qualitative studies are conducted [36] .
Thematic analysis
The thematic analysis approach to analysing qualitative data by Braun and Clarke [37] was used to aid thematic identification and summarisation of data from included studies. The aim of this review was to descriptively summarise evidence from qualitative studies exploring the impact of training and delivery of therapy on LHWs, therefore thematic analysis was appropriate.
In utilising the thematic analysis approach, we conducted, all six phases described by Braun and Clarke [37] : (1) becoming familiar with the data, (2) generating initial codes, (3) searching for themes, (4) reviewing themes, (5) defining themes and, (6) the write-up process. All included studies were read multiple times to facilitate understanding of the key concepts published in the studies. The analysis was undertaken in a multidisciplinary team (PhD student (US), Medical student (MWW) and a Psychiatrist (WW)). Papers were read and re-read by two reviewers (US and MWW) and the extracted data was then grouped into broad themes by the reviewers (US, MWW and WW).
Broad themes and subthemes were then refined though discussion between (US, MWW and WW) until consensus was reached. Once the themes had been broadly agreed, one reviewer (WW) read through the data in each of the themes checking that the interpretation of the data was correct and suggesting changes based on the original context of the studies.
The results are reported in line with PRISMA guidelines for systematic reviews. Our themes are presented in accordance with our review objectives as listed above.
Results
In summary, a total of 6751 papers were identified through the electronic search and a further 62 papers were identified through an electronic search which was conducted to find any systematic reviews that had investigated task-shifting. After duplicates were removed, 5358 were excluded after reading the title and a further 48 after reading the abstracts. 26 full text articles were screened for inclusion: 16 were excluded, resulting in a total of 10 articles to be included in this review. The flow diagram for the included papers can be seen in Fig. 1 .
Characteristics of included studies. The 10 included studies were conducted in two high income countries (HICs) which were UK (n = 1) and Scotland (n = 1) and the remaining were conducted in LMICs, Pakistan (n = 4), India (n = 2), Nepal (n = 1) and Zimbabwe (n = 1). Six studies employed mixed methods and four studies were qualitative. Half of the studies used semistructured interviews to collect data; two studies used focus groups, whereas one used both interviews and focus groups and another used open-ended questionnaires. A description of included studies is presented in Table 1 .
Two studies investigated the experiences of the LHWs in delivering the intervention [39, 40] , whereas one study examined the barriers and facilitators of delivering the intervention through LHWs [41] and another examined the role of the voluntary sector in supporting women with perinatal mental health problems [42] . Two studies were conducted to investigate the perspective of stakeholders involved in the intervention [43, 44] , whilst another study was a cluster randomised controlled trial evaluating the feasibility and acceptability of the intervention [45] . A study by Armstrong [46] evaluated the impact of a common factors approach in training the LHWs. Rahman [47] conducted a multimethod study to investigate the challenges and opportunities in developing an intervention for perinatal depression. Finally, Maulik et al. [48] conducted a study to develop and test a tool for referral and treatment as well as gather research to understand perceptions about mental health in rural India. As per inclusion criteria, studies only included participants with anxiety, depression or CMDs, however one study included participants with mild to severe psychosocial problems and in one study the mental health condition was unknown.
In three studies the intervention being delivered was counselling, two used the Thinking Healthy Programme based on CBT techniques, one study focused on psychoeducation and another used a form of social support. One study used Problem Solving Therapy (PST) whilst another used a combination of PST and behavioural activation (BA) which was given the term problem management plus (PM+). Lastly, another study trained LHWs in an intervention that utilised a mobile technology based electronic decision support system (EDSS) to improve the identification and management of individuals.
Characteristics of LHWs and the training received
A description of the characteristics of the LHWs is presented in Table 2 . LHWs trained to deliver the interventions included two studies using paraprofessional counsellors, one study using lady health workers and the remaining four studies using lay persons. Two studies used volunteers, one in the form of volunteer befrienders and the other in the form of peer volunteers (PVs). Finally, one study used accredited social health activists (ASHAs) to deliver the psychological intervention.
Half of the studies did not report on the previous qualifications of the LHWs, whereas the other half of the studies reported that LHWs had minimal education ranging from 8 to 16 years or had completed high school. Three studies used LHWs that were already working within the community. This included one study in which LHWs had been trained to provide preventative mother and child health care and education and similarly in another study, where LHWs were responsible for providing basic maternal and child care through government funded schemes. In one study LHWs had previous training in home-based care for people living with HIV/AIDS, in community follow-up of persons on TB treatment and in delivering community health education and promotion. In another study using twelve paraprofessional counsellors whilst five had no counselling experience, seven had previously attended some form of training. In four studies, LHWs had no previous training, whilst in two; previous training or role within the community was not documented.
In two studies, a member of the research team delivered the training to the LHWs, whereas in one study the training was delivered by a team of experienced mental health professionals including two clinical psychologists, a general nurse trained in systemic counselling and a psychiatrist. Two studies used a train the trainer approach in which the trainer received training and supervision themselves before training LHWs. However, half of the studies did not document who delivered the training to the LHWs.
Training ranged from 2 days to months and consisted of a variation of lectures, role play and field work. The content of the training in almost all studies mostly focused on understanding the relevant mental health disorder, its management, counselling and communication skills. In three studies, supervision was conducted by a member of the research team, two studies used nonspecialist supervisors whilst three studies used mental health professionals. However, supervision was poorly documented with two studies not detailing who conducted supervision and almost all studies not reporting on the format and content of the supervision. Of the two studies that did, supervision involved LHWs sharing their experiences and receiving guidance and support in difficult cases.
LHWs' own experiences of receiving training LHWs' views on training and supervision
Generally, LHWs felt that there was insufficient information given during training and not enough time allowed for training regarding mental health issues [46] . With one LHW also stating that training days were too long, making it difficult to take in all the information provided.
"There was too much going on -I felt I wanted to go and sort it out before the next point. " (Paraprofessional counsellor) [46, p. 275] Others expressed a need for more advanced training, with authors commenting that LHWs voiced a need for more opportunities to share and network with other counsellors [43] . Similarly, Atif et al. [41] found that LHWs expressed satisfaction with their training, however believed that more detailed training would be required for dealing with a population with a range of health issues.
"While most PVs [peer volunteer] found the training sufficient to prepare them for the volunteering role, some felt that a longer and comprehensive training would have equipped them better to deal with the diverse health issues of their target population. " [41, p. 8] Satisfaction in training and support was also reported in Maulik et al. [48] and by Coe and Barlow [42] . Armstrong [46] found that participation and engagement in training was facilitated by the LHWs' views of the learning environment as 'supportive' and 'encouraging' . Furthermore, Pereira et al. [44] found that the LHWs cited "a comprehensive training program focusing on skills-based learning" as critically important for successful delivery of the intervention [44, p. 8] "I liked the training… the trainers were friendly… the way they explained the content was very good. I didn't experience any problems in understanding it. " (PV) [41, p. 6] Most authors found that LHWs felt that supervision enhanced their skills and prepared them for any challenges and issues they faced in delivering the therapy [41, 44] , which in one study also included managing their emotional well-being [45] .
"The majority of LHCs [lay health counsellor]
reported that experience in the clinics, training before the program and monthly peer group supervision during the program…gave them confidence to overcome the challenges they faced. " [44, p. 5] Atif et al. [41] described how field supervision, in which supervisors accompanied the LHWs in therapy delivery, improved the LHWs' credibility within the community and their trustworthiness.
"When xx (supervisor) accompanied me, mothers took me more seriously and shared their concerns more openly knowing that I have been properly trained and supervised. " (PV) [41, p. 6] Furthermore, in Chibanda et al. 's study [39] , increase in skills and confidence led to decreases in the rate of referral to the supervisor. Similarly, Maulik et al. [48] described how with increasing confidence the LHWs required less support from the staff after becoming more comfortable using the screening tool.
"They indicated that over the years the rate of referral to the supervisor had reduced significantly because they now felt confident with difficult clients. " [39, p. 148] Pereira et al. [44] also commented on the LHWs' emphasis on supervision as a critically important element for successful delivery of the intervention, specifically on the use of a structured on the job supervision protocol involving both on site supervision and once a month group supervision. This emphasis on supervision was also highlighted in two other papers [39, 43] . Finally, only Coe and Barlow [42] reported on the satisfaction of the LHWs' regarding supervision.
"The training and guidance they received, coupled with ongoing support from the project co-ordinator, was valued and praised by the volunteer befrienders. " [42, p. 26] 
Barriers and facilitators to therapy delivery Barriers to therapy delivery
A few authors reported on barriers faced by the LHWs in delivering the intervention which affected them in their roles as therapists and hindered therapy delivery. In one study, in which LHWs were peer volunteers often from the same village as the participants, the author commented on how the LHWs experienced difficulties, as the participants were hesitant to reveal personal information possibly fearing a breach of confidentiality or judgement from the LHW especially if they were from the same village [41] . Confidentiality issues were also discussed by Khan et al. [45] who observed that participants were reluctant to disclose their problems when the intervention sessions were made up of participants from the same household.
"If in any session there were two or three participants from the same house that made it difficult to let the participants share their problems. " (Lay helper) [45, p. 8] "One of the challenges that the PVs experienced was some mothers' reluctance to disclose personal information, especially when both the PV and the mother belonged to the same village. " [41, p. 8] Furthermore, barriers to therapy delivery also included a hesitance to seek help due to the stigma attached to mental illness which influenced the LHW's level of acceptability.
"She got upset when I told her that the assessment indicated that she has depression. She said that she is not mad and stopped me from coming in when I went for my next visit. " (PV) [41, p. 6] Jordans et al. [43] noted that factors such as training, difficult clients and organisational difficulties limited the LHWs' abilities and affected their competency in delivering the interventions. Furthermore, the author addressed how for some LHWs the extra responsibilities were difficult to carry out with their current duties due to a lack of time and conflicts of interest. Other roles and responsibilities were "For some multiple responsibilities were compatible with the counselling activities, but for others they were distracting or even incompatible…due to time restraints or confusing due to conflicts of interest, and generally reflective of a lack of management's prioritization of psychosocial services. " [43, p. 63] 
Use of aids in facilitating therapy delivery
Physical aids The use of materials to aid in the delivery of the intervention was briefly described in Armstrong [46] , in which the usefulness of handouts and video demonstrations of counselling sessions was emphasised by the LHW. Similarly, in Pereira et al. 's study [44] , as well as using a flip chart to aid in the delivery of the therapy, a patient card was also used to facilitate the LHWs in planning the intervention for the patient.
"The flip chart was observed to facilitate the psychoeducation by helping the patients understand the content better and acting as a guide to the LHC. " [44, p. 4] "LHC's reported that the patient card with the screening results aided them in planning the intervention for the patient. " [44, p. 4] Abstract aids Some studies also reported on the use of abstract aids such as being local to the community and current roles as health workers that facilitated the LHW in delivering the intervention. For example, Rahman [47] commented on how the LHWs were already providing preventative mother and child health care and education and therefore found it easier to understand the intervention. Furthermore, infant care was viewed as a 'mutually agreed agenda' and so facilitated the therapists when they met challenges within the therapeutic process.
"Infant care, on the other hand, was seen as a shared responsibility… It also helped [Lady Health Workers] negotiate difficult situations within the therapeutic process by referring back to this common mutually agreed agenda. " Rahman [47, p. 7]
Chibanda et al. [39] noted how being local to the community was also found to facilitate therapy delivery as this increased the LHWs' level of trustworthiness.
"So, because we are known as Ambuya Utano (Lady Health Workers) there is a certain level of trust we get from PLWH [people living with HIV]. We have lived here for more than 20 years so we are known because with most of them we see each other at the market, we have helped them in the past…" (LHW) [39, p. 147] The LHWs' own experiences were also seen as a facilitator due to a mutual understanding between the therapist and client which aided in therapy delivery.
"because I (LHW) also live with HIV when I show understanding (empathy), they are grateful and when I share my own experience this helps to further open up their mind. " (LHW) [39, p. 147] 
Motivations for training to become a therapist
The motivation of the LHWs was also important in facilitating successful delivery of the intervention. Atif et al. [41] noted how the LHWs' perceived personal gains which were described as being altruistic, opportunistic or linked to their well-being as factors contributing to their motivation.
"Several factors were identified which contributed to their motivation such as their own families endorsement to their role and approval from mothers' families. " [41, p. 8-9] Furthermore, family and community endorsement also motivated LHWs to receive training and deliver the intervention.
"My family is supportive, without their encouragement, I would not have done this work. It would have been really difficult to leave housework and children. " (PV) [41, p. 6] 
The factors required to effectively train LHWs to deliver psychological interventions Acceptability
Confidentiality A common theme found by authors was that the level of acceptability and successful delivery of the intervention was dependent on the LHWs' ability to maintain confidentiality. Naeem et al. [40] commented on how initial reluctance from the clients disappeared as trust in the LHW developed. Similarly, Pereira et al. [44] reported how the LHWs learnt to emphasise confidentiality over time which helped the patients become more comfortable in disclosing personal information.
"In time the LHCs were accepted by the patients and appreciated by the primary care staff due to their polite and friendly nature and also for maintaining confidentiality. " [44, p. 8] "I stressed to every patient that whatever they would confide in me would remain confidential. I felt these would make the patient feel more comfortable with me and they would ventilate their feelings more easily. " (LHC) [44, p. 9] Local and trustworthy Khan et al. [45] found that level of acceptability was also closely linked with the trustworthiness of the LHW, further suggesting that being local and known in the community might be one factor which contributed to the LHWs being trusted compared to a health professional who would be an outsider and unfamiliar to the participants. Atif et al. [41] observed how being local and trustworthy was an advantage to the LHWs, benefitting them in delivering the intervention, which was also found by Chibanda et al. [39] .
"The PVs level of acceptability was dependent upon a number of key factors, including their personal characteristics (e.g. empathy and trustworthiness), being local and linked to the health system, and the intervention perceived as beneficial. " [41, p. 7] "LHWs successfully facilitated the introduction of lay-helpers to the community and invited participants to the sessions. They were ideal hosts for Group PM + as they are trusted and respected in the communities, overcoming a barrier to accessing women in need. " [45, p. 9] Furthermore, as a relationship built between the LHWs and clients overtime, the LHWs became more trusted and accepted, leading to the clients disclosing personal information [40, 41] .
Developing a therapeutic relationship
Chibanda et al. [39] observed that the LHWs used their own life experiences to help build a relationship with the clients, as well as using physical gestures to connect with them. [39, p. 147] "Connecting with clients came in several forms from touching the hand and other culturally appropriate parts of the body, offering a tissue paper to a crying client, and praying. It was not unusual for the LHWs to use their own life experiences to help create rapport. " [39, p. 146] Empathy was also described by two authors as an important factor in building a relationship between the LHWs and the client and was also linked to their level of acceptability [40, 41] .
"because I (LHW) also live with HIV when I show understanding (empathy), they are grateful and when I share my own experience this helps to further open up their mind. " (LHW)
"Initial resistance from the clients that gradually disappeared as empathy, trust and confidentiality developed. " [40, p. 2] 
Collaborative working with other healthcare professionals
Collaborative working can also be regarded as an important component to becoming a successful therapist as it can provide the therapist with more guidance and support from more experienced professionals. Only two authors discussed this collaborative working with Atif et al. describing the LHWs "good links with the local health system" [41, p. 5] and Jordans et al. observing that the counsellors expressed a desire for more "opportunities to share and network with other counsellors" [43, p. 3] "Nobody knows about us whereas, LHWs (Lay Health Workers) are working for the last 18-19 years. It would be really difficult for the PVs to work without their involvement. " (PV) [41, p. 6] 
LHWs' expected skills
Through analysis of the papers it was found that specific skills are required for the intervention to be successful. Chibanda et al. [39] commented on how the LHWs found it difficult to only deal with one problem at a time and that they often felt pressured from the clients to provide solutions. Therefore, it is important for LHWs to be able to learn the skills to manage more than one issue and have the ability to prioritise the more serious concerns.
"because we are LHWs they think we have answers and we should tell them which problem to start with, so it can take going forward and backward before they identify one problem on their own…" (LHW) [39, p. 147] Furthermore, it is necessary for the therapists to have the ability to be able to adapt the intervention to the patient's needs. Chibanda et al. [39] discussed how the therapists felt that the first session of the intervention required greater emphasis and the subsequent sessions could be shorter. Furthermore, the author noted that as the LHWs realised that clients were not able to attend sessions regularly, adjustments were made to the intervention to ensure that the clients took home a solution that was "specific, measurable and achievable after the first visit" [39, p. 149 ]. "Ensuring that the bulk of the work was done in the first session was critical because sometimes clients were unable to come back for subsequent sessions. Furthermore, LHWs felt that waiting a week before a problem was reviewed was discouraging for clients. " [39, p. 146] Pereira et al. [44] also found that the LHWs were able to find solutions to involve those who were reluctant about the intervention. In contrast, Khan et al. [45] observed that LHWs had difficulties motivating the participants to attend the intervention due to a lack of monetary incentive, therefore it is necessary to provide training to the LHWs to be able to encourage the participants to attend intervention sessions.
"Participants wanted some monetary incentives and when it was not provided they lost interest and they were not punctual. " (Lay helper) [44, p. 8] "The LHCs observed that providing explanations about the importance of treatment and explaining the mind-body link also helped engage patients who were sceptical about the program's effectiveness. " [44, p. 5] It is also important for the therapists to be able to deal with social issues that may arise during the intervention, as often task-shifting approaches are used in LMICs where factors such as financial problems may be a large concern of the patients. Chibanda et al. [39] commented on how problems related to finance were difficult for the LHWs, however over the years and with experience they were able to find solutions by focusing on the reason for needing the money.
"Some (patients faced) social difficulties like financial problem which is mainly due to seasonal work, daily wages and alcoholism. Another problem was patients not having proper documentation to apply for social schemes e.g. unregistered marriage… But I tried to give them information about various available schemes and how to follow the procedure and some even applied for it. " (LHC) [44, p. 5] "One woman needed $30 for school fees. After we talked about ways of making $30 she came up with several solutions…" (LHW) [39, p. 148] The impact of training and therapy delivery on the LHW LHWs' gains Impact of training Some authors commented on the positive benefits that the training had on the LHW. Armstrong [46] noted that the LHW valued the training, emphasising that the stimulating learning environment and working within a group allowed them to share their personal thoughts and feelings and gave them the opportunity to meet new people. Furthermore, the author noted that training led to personal development and a way of enhancing their skills [46] , this was a common theme which was also observed by Naeem et al. [40] and Jordans et al. [43] .
"Participants used the training experience as an opportunity to facilitate their development as counsellors, to learn more about themselves, and to increase their personal effectiveness in their day-today lives. " [46, p. 275] The training was also found to have a positive impact on the confidence of the LHW [40, 43, 46] , with Naeem et al. [40] noting that the training led to a positive approach towards life for the LHWs.
"I am more self-confident in my ability, more selfaware and… more open to others views…" (Paraprofessional counsellor) [46, p. 274] "…the training taught us to look for solutions for our problems rather than allowing them to get on our nerves. " (Lay women) [40, p. 2] Impact of therapy delivery Most of the authors described the positive impact of delivering the therapy on the LHWs themselves. A common theme that emerged from most papers was that the LHWs developed new skills, which included enhanced listening skills and empathy in Armstrong [46] and learning tolerance and maintaining confidentiality in Naeem et al. [40] . In Maulik et al. 's [48] study, the new skills led to the LHW feeling empowered to talk to the community about mental health, whereas Rahman [47] noted how the skills made them more effective health workers. This benefit to existing duties of the LHWs was also mentioned by Armstrong [46] who suggested that the development of interpersonal skills appeared to be "helpful in relation to existing human service work. " [46, p. 274-275] "(It) feels like I have opened a part of myself finally, having struggled to find a means to do it for some time. " (Paraprofessional counsellor) [46, p. 274] "It's just really… I just found it really rewarding. I wanted to give something back to the community really and I feel that I have done that. Um. It's kind of made me feel accepted in a way. " (Volunteer befriender) [42, p. 26] Furthermore, LHWs also gained personal benefit from therapy delivery which involved an improvement in their relationship with others, with Pereira et al. [44] stating that the LHWs used intervention components in handling interpersonal problems. Coe and Barlow [42] also found that LHWs reported an increasing sense of acceptance from therapy delivery, and Naeem et al. [40] found that the LHWs described having an increase in sensitivity and becoming more accepting towards others, as well as understanding the importance of working together and helping each other solve problems.
"…this training taught us to live our life in a new and different way. " (Lay women) [40, p. 2] "I have gained insight and knowledge on how to approach people sensitively, allow them time… remembering that it is their experience, making no assumptions… that your solution is necessarily theirs. " (Paraprofessional counsellor) [46, p. 273] 
Discussion
Summary of the findings
This is the first review of LHWs' experiences of receiving training to deliver low-intensity psychological interventions. The findings of this review provide support for the feasibility of training non-professionals to deliver psychological interventions as well as highlighting a number of areas that have not been adequately addressed in the published literature, such as how to successfully train and support non-professionals in delivering psychological interventions.
Ten studies were included and ten themes emerged under four overarching areas which were the LHWs' own experiences of receiving training, barriers and facilitators to therapy delivery, factors required to become a successful therapist and impact of training and therapy delivery on the LHWs were explored in this synthesis.
There are limitations to drawing conclusions about LHWs' views on training. Limited data about views on the content of training exist and even less on whether the delivery of the training was acceptable. Our findings demonstrate that whilst training is positively received by LHWs, generally it is felt that there is a lack of focus on mental health problems, with more comprehensive training required to support a population with mental health issues. Mental healthcare professionals, in all probability will have existing knowledge about mental illnesses and therapy delivery. In contrast, lay therapists will have little to no knowledge in this area, making delivery of therapy difficult. Despite this, emphasis is placed upon training the therapists in delivering the intervention which although is an important element would be more successful if the therapist had a greater knowledge and broader understanding of the nature and context of mental health issues.
A number of barriers and facilitators to therapy delivery were identified in this review, which researchers should be aware of when planning their own training. A critical barrier highlighted in this review is participants' hesitance to reveal personal information, fearing a breach of confidentiality. Whilst this barrier is more likely to arise in LMICs where the patient and LHW will often come from the same village [27] , and where there is a greater stigma attached to mental health [49] ; it is also important to be aware of this when task-shifting interventions in HICs. Given that interventions will often be delivered by a volunteer from within the local area there is a probability that the therapist and patient may know each other or when the intervention is delivered in a group, know fellow group members. Within the wider literature confidentiality and disclosure concerns are a known barrier to accessing mental health services [50, 51] . Loss of confidentiality is closely related to the stigma often surrounding mental health problems within the communities, for example fear of a breach in confidentiality can stem from the fear of stigma and embarrassment of others finding out [52] . The basis of any therapeutic relationship is confidentiality [53] and building trust between individuals, communities and mental health services is important when ensuring access to mental health services [54] . Therefore, those developing and delivering mental health training should carefully consider how best to create a confidential environment which allows patients to safely make personal disclosures. Training should focus on the importance and boundaries of confidentiality, as well as incorporating solutions for when a patient is reluctant to disclose information, or for when disclosure is necessary, for example due to risk of harm to self or others.
Another barrier that was noted in this review was the LHWs' difficulty in balancing the extra responsibilities of delivering their respective interventions with their current roles and duties. This should be considered when selecting LHWs, particularly in HICs where LHWs will most likely be volunteers who have other work commitments, leading to a lack of time, conflicts of interest and hence affect their competency in delivering the intervention. Moreover, numerous roles and responsibilities may lead to burnout, a phenomenon that is common among the mental health service workforce due to higher workloads and can impact the quality of care provided to mental health consumers [55, 56] . Therefore, preventing burnout through management of workloads and increasing supervision is essential in order to maintain therapists' satisfaction and a high quality of care [16] . Numerous facilitators were also described in this review, with aids such as training materials guiding the LHWs during intervention delivery. Use of physical materials such as flip charts and handouts not only support the training but can also act as a guide or a point of information for the therapist to refer back to when faced with a challenge. Moreover, abstract factors such as the previous life experiences of LHWs can aid in delivering interventions, as by having similar experiences to the patients they may be more able to empathise with them as well as understand the intervention better [57] . This is a crucial element when selecting LHWs to train, for example, past service users can use their own past experiences and offer guidance through experiential knowledge of mental illness [58] , acting as role-models and restoring hope for the patient [59] . Therapist self-disclosure in which the therapist discloses personal information regarding the therapist's life outside the therapeutic encounter can have facilitating effects on the therapeutic relationship, by building rapport and adding to client comfort [60] . This past experience may also play as motivation for helping others, with the review identifying motivation as a facilitating factor for successful delivery of the intervention. However, qualitative data by Atif et al. [41] shows that despite having well-trained and motivated therapists, it is possible an intervention may not be accepted by the community if the therapists selected are not desirable, or unmatched to the community they are serving. Therefore, in addition to similar experiences of mental health problems it may be useful to recruit LHWs who are peers from the same socio-demographic area as those that they will work with, to ensure they are not perceived as 'foreign' by the community. Peers who are persons who share socio-demographic characteristics with the target population, have been used to perform a variety of tasks including counselling, coaching and advocacy [61] , with evidence suggesting that peers may have a small additional impact on patient outcomes compared to standard psychiatric care [57] .
Training and therapy delivery can lead to multiple gains for LHWs as outlined by this review, which can be used as an incentive by researchers when recruiting people to deliver the intervention. Training can lead to a positive impact in terms of confidence, development of new skills, and provides the opportunity to meet new people. Furthermore, delivery of the intervention can develop the LHWs' communication skills and lead to an improvement in their relationship with others. In addition, the skills learnt can benefit the individuals in their existing work, especially if they are involved in healthcare and human services work. The benefits of delivering therapy is supported by McLeod [62] who suggests that this type of work is greatly satisfying and individuals feel a privilege to be a part of a process in which someone turns their life around. Moreover, evidence has supported the benefits of incorporating self-practice into training, in which trainees practice therapy techniques on themselves and reflect on their experiences [63] . Therefore, training should include aspects of self-reflection as this can lead to increased empathy for the client and enhance therapeutic understanding and therapist skills [63, 64] .
Supervision data is relatively absent from the literature. However, the data available highlights the importance of supervision for successful task-shifting. Supervision is an essential factor for increasing the confidence of the LHW which in turn can lead to less support required as skills are developed. Furthermore, supervision can improve the trustworthiness of the therapist within the community which is of particular importance in LMICs where there is a greater reluctance to seek help for mental health issues and disclose personal information. Clinical supervision is an integral part of psychotherapy training and continuous development, and its importance is supported through empirical evidence suggesting that supervision has positive effects on the trainees' therapeutic development and competencies [65] . Furthermore, specific supervision formats such as video monitoring and feedback may be effective in improving both therapist competence and treatment outcomes [66] .
A number of key messages have been derived out of this review which can help in further improving the quality of training programmes and highlighting the benefits that are available for the therapists. Firstly, duration and skill development should be reconsidered in training programmes to include sufficient time for learning about the nature and context of CMDs. Secondly, it should be explained to LHWs that as this is a new role, expectations of their performance are realistic and it is with supervision and time, that they would be able to improve their skills. A reassuring supervisory role by a senior member of the team can help in building therapists' confidence and trust within the community, thereby facilitating the learning and therapy-delivering process. Moreover, LHWs should be given the opportunity to collaborate with other healthcare professionals as they can offer further guidance and support through their own experiences. Lastly, it is necessary to ensure that LHWs understand the nature and boundaries of therapeutic relationships and that they have the practical knowledge of how to develop them.
Strengths and limitations
To our knowledge this review is the first of its kind to focus on the experiences of LHWs trained in delivering psychological interventions. Our literature searches were systematic and transparent, but searching for qualitative studies is complex and requires further investigation. Whilst the main objective of this review was to explore the experiences of LHWs on training and therapy delivery, the papers included in this review were mostly focused on the intervention itself with training only encompassing a small aspect of the papers. Therefore, it was not possible to gain in depth information on each element of training such as format, content and delivery methods. Furthermore, direct quotes of patient experience were limited for extraction and therefore, much of our findings are based on authors' interpretations of LHWs experiences. Whilst this has provided interesting data which adds considerably to the literature on the training of LHWs, a greater depth of data direct from LHWs would have been desirable.
In order to maximise data available, a range of psychological interventions and mental health conditions were included. While this facilitated increased data for inclusion, it also created limitations for transferability of the findings. Firstly, the content of training for various types of interventions will differ. Interventions such as CBT and PST are more likely to focus on the delivery components of structured interventions, whereas; counselling interventions will focus on the development of therapeutic relationships, engagement of the patient and person-centred approaches. Secondly, studies investigating CMDs would have to include training on a range of mental health conditions compared to those only investigating a single condition such as perinatal depression, leading to information on the mental illnesses being condensed which could likely influence experiences.
It should be noted that eight out of ten papers meeting the inclusion criteria are from LMICs, where LHWs are commonly used as a solution to the health worker shortage. Although differences can be seen between HICs and LMICs in terms of barriers faced by the LHWs in therapy delivery, there are also factors such as confidentiality that were common across all studies, and the themes that arose are universal themes that would be applicable elsewhere.
Implications for future research
Key lessons learned from this review should be incorporated into a training framework so that future developers of LHW training interventions are aware of the important factors that need to be incorporated in the training plan. Future research should focus on identifying barriers and facilitators to training LHWs. We should seek to identify in-depth accounts of LHWs experience of training, supervision, and therapy delivery. A further review should also be conducted to explore the experiences of trainers and supervisors. Synthesis of the experience of LHWs, trainers, and supervisors can then inform the future development and delivery of training programmes for lay workers. Furthermore, whilst a review investigating the effectiveness of LHWs delivering psychological interventions has been conducted, the authors have noted that the quality of the studies used was low [23] . Therefore, further high-quality research needs to be conducted to better estimate the effect of LHW delivered interventions for the treatment of depression and anxiety.
Conclusions
Task-shifting psychological interventions to LHWs has been found to be an effective solution to address the health worker shortage and is often seen as less intimidating and stigmatizing than a formal service. Training is an essential component for successful task-shifting and therefore, to be able to develop effective training programmes for these LHWs, their experiences in training and therapy delivery should be considered. This review highlights the important elements that researchers should be aware of when developing their own training programmes. The findings of this review have added to the evidence base of existing knowledge which should assist researchers to develop high quality training based on clinical and research experience.
